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Abstract
Objective: To describe public health nurses’ (PHN) experiences of referring to, and
families’ experiences of being referred to, a multicomponent, community-based,
childhood weight management programme and to provide insight into families’
motivation to participate in and complete treatment.
Design: Qualitative study using semi-structured interviews and the draw-and-write
technique.
Setting: Two geographical regions in the south and west of Ireland.
Participants: Nine PHN involved in the referral process, as well as ten parents and
nine children who were referred to and completed the programme, participated in
the present study.
Results: PHN were afraid of misclassifying children as obese and of approaching
the subject of excess weight with parents. Peer support from other PHN as well as
training in how best to talk about weight with parents were potential strategies
suggested to alleviate these fears. Parents recalled the anxiety provoked by the
‘medical terminology’ used during referral and their difficulty interpreting what it
meant for the health of their child. Despite initial fears, concern for their children’s
future health was a major driver behind their participation. Children’s enjoyment,
the social support experienced by parents as well as staff enthusiasm were key to
programme completion.
Conclusions: The present study identifies the difficulties of referring families to
community weight management programmes and provides practical suggestions
on how to support practitioners in making referrals. It also identifies key positive
factors influencing parents’ decisions to enrol in community weight management







Childhood obesity is a significant public health issue
worldwide(1,2). The current plateau is unacceptably high(3)
and the consequences for children, their families and the
health service remain substantial(4). Children who are
obese are likely to remain obese through to adulthood(5)
and to develop chronic disease. Moreover, an obese child
is also at increased risk of immediate co-morbidities
including orthopaedic and neurological conditions,
breathing disorders and psychosocial problems(6). Child-
hood is therefore a critical time for the implementation of
effective prevention and weight management initiatives.
Uncertainty surrounds the most effective way to man-
age childhood obesity in the community(7). While
international recommendations agree that programmes to
treat childhood obesity should be family-focused and
combine healthy eating, physical activity and behavioural
components(8–10), their success relies heavily on family
engagement and attendance(11). With the majority of
families declining referral and up to 75% of families dis-
continuing care, poor engagement is one of the greatest
challenges facing teams tasked with implementing child-
hood obesity programmes(11–14). This raises a concern
regarding the sustainability of community-based
programmes(11,13).
Referral to childhood obesity programmes is a chal-
lenge for both the staff involved in referring as well as
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those families identified for referral(12). Research has
found that school nurses involved in referral fear parental
reactions to hearing about their child’s overweight sta-
tus(15). These reactions may be influenced by factors
including parental underestimation of children’s weight
as well as health professionals’ skills in relaying the
information(16).
The retention of participants in childhood obesity pro-
grammes is also problematic(13). High programme attrition
is common(11) and while it directly impacts upon the child
and his/her family, it also has negative consequences for
the health service. Dropout reduces the productivity of
practitioners(17–19), contributes to increased delays for
families already on waiting lists(19,20) and increases overall
health-service expenses(17–19).
Therefore, early-phase evaluation is necessary to iden-
tify the factors hindering engagement(21). The aims of the
present study were to:
1. understand public health nurses’ (PHN) and parental
experiences of referring to, and being referred to,
W82GO-community, a family-focused childhood
weight management programme for children with
obesity;
2. identify the factors that motivated families to accept
PHN referral to W82GO-community; and
3. ascertain the factors that encouraged parents and




W82GO-community was a family-focused, behaviour
change pilot programme for children aged 5–7 years
whose measured BMI-for-age was ≥98th percentile. It
aimed to improve nutrition, increase physical activity and
facilitate behaviour change(22) over one year and was
modelled on best practice recommendations(8–10,23). The
programme was offered free of charge and was delivered
by a multidisciplinary team of community health profes-
sionals including dietitians, physiotherapists, PHN, psy-
chologists, health promotion officers, area medical officers
and administrators. For the current study, W82GO-
community was implemented in two community sites
(site A and site B) from April 2015 for 12 months. Both
sites were chosen as they were part of a national pilot
growth measurement programme and included a mix of
rural and urban towns in the west and south of Ireland.
Table 1 outlines key aspects of the W82GO-community
programme.
Referral to W82GO-community
Referral to W82GO-community was a two-stage process.
In the first instance, children’s body weight and height
were measured in school by PHN using standardised
Table 1 Key aspects of W82GO-community: a family-focused, multicomponent, childhood weight management programme delivered in the
community setting in two geographical regions in the south and west of Ireland from April 2015
Aspect Description
Programme aim Reduce obesity in children with BMI≥98th percentile by improving children’s dietary intake, physical activity levels
and weight status while also increasing children’s quality of life and psychosocial health
Specific programme
details
Twelve-month duration. Initial individual assessment to ascertain eligibility followed by two phases:
Phase 1, the initial intensive phase, consisted of six weekly group sessions for both the child and their parent/carer.
These sessions lasted approximately 1·5 to 2 h and incorporated educational and practical sessions to increase
physical activity, improve nutrition and increase sleep
Phase 2: upon completion of phase 1, children returned with their parents/carers for three booster maintenance
group sessions at 3, 6 and 9 months. These sessions aimed to encourage the family to continue with lifestyle
changes and mitigate the barriers to change
At 12 months, the children and their parents/carers returned for a final individual assessment to document any
changes and make plans for sustainment
Delivery location Initial assessments took place in community health-care offices while the subsequent group sessions were
delivered in a local sports or community centre, weekdays, between 15.30 and 18.00 hours
Involvement Sessions were for parents and children
Participants Children were eligible if they were aged between 5 and 7 years; were obese (BMI≥98th percentile); had no
apparent clinical problems, co-morbidities or limitations to engaging in physical activity; no use of medication
known to affect body weight; and had at least one parent/carer who was able to attend each of the programme
sessions
Components Physical activity, diet and nutrition, behavioural, parent education sessions, child activity sessions
Intervention facilitators Administrators: responsible for liaising with parents and the programme team
Public health nurses: responsible for referral to W82GO-community
Area medical officers: involved in initial assessments
Dietitians: involved in initial assessments and responsible for delivering the nutritional components of W82GO-
community
Physiotherapists: involved in initial assessments and responsible for delivering the physical activity components of
W82GO-community
Psychologists: involved in initial assessments and responsible for the psychological/ behavioural components of
W82GO-community
Health promotion officers: involved in both nutritional and physical activity components of W82GO-community
Local area management: responsible for managing the implementation of W82GO-community
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procedures. Weight and height data were subsequently
used to calculate BMI-for-age and children were classified
as obese if their BMI-for-age plotted ≥ 98th percentile
using the UK90 cut-offs(24). PHN contacted the parents of
these children, by telephone or letter, to inform them of
the outcome of this screening process and to refer them to
the second stage of referral: an initial assessment to
ascertain programme eligibility. During initial assessment,
the child and his/her parent/carer met with members of
the multidisciplinary team for 1–2 h. Families were eligible
for the programme if the child was between 5 and 7 years
old; measured ≥98th percentile; had no limitations to
engaging in physical activity; was not taking medication
known to affect body weight; and had at least one parent/
carer who was able to attend each of the programme
sessions. Families who met these criteria were offered the
programme. PHN were asked to conduct this screening
and make referrals to W82GO-community as part of their
existing roles. All PHN were invited to take part in brief
training specific to the delivery of W82GO-community
prior to programme commencement. Training included a
needs assessment, a one-day educational training course
and two days of clinical shadowing with an experienced
W82GO programme practitioner. It is important to note
that PHN in one of the regions received motivational
interviewing workshops for childhood obesity (separate to
the programme) at the time of programme
implementation.
Family engagement
Out of over 2000 children measured by PHN, 121 (6%)
plotted above the 98th percentile making them potentially
eligible for the programme. Of these 121, PHN invited
ninety-four parents (77·7%) to attend an initial assessment.
Twenty-seven parents were not invited for initial assess-
ment mainly because PHN could not get in touch with a
parent/carer. In a few cases, there was an assumption that
demand for the programme would exceed the places
available and as a result some PHN chose not to refer for
fear families would not be offered a place. In this instance
families were referred to the community dietetic service.
By April 2016, communities in both regions (site A and
site B) had completed one year of the W82GO-community
pilot programme and Fig. 1 outlines families’ flow through
the programme. Less than half (n 44, 47%) of the families
invited for initial assessment presented at these appoint-
ments. Following this, eighteen families (41%) attended
the first group session. In terms of attrition during the
programme, four families (22%) dropped out during
phase 1 and an additional six (33%) dropped out during
phase 2.
Study design and sample
A qualitative approach including semi-structured inter-
views and the draw-and-write technique(25) was used. All
PHN who referred families to W82GO-community (n 13)
were invited to participate by email and followed up by
telephone during which the researcher outlined the study
aims and methodology. Given the likelihood that many
parents would not engage in the study, all parents referred
for initial assessment (n 94), including forty-two initial
attenders and fifty-two non-attenders, were invited to take
part in an interview. Participation was incentivised with a
€100 voucher prize draw at the end of data collection.
Finally, all families present at week 6 of the group sessions
(n 14) received an information pack outlining the draw-
and-write technique and inviting children to take part.
Ethical approval was granted by the Clinical Research
Ethics Committee of the Cork Teaching Hospitals.
Children referred for
initial assessment
n 94, 77.7 %
n 39, site A
n 55, site B
Children presenting at
initial assessment
n 44, 46.8 %
n 16, site A
n 28, site B
Children identified by PHN
screening
n 121, 5.8 %
n 41, site A
n 80, site B
Site A weekly
attendance
Week 1: n 14
Week 2: n 10
Week 3: n 13
Week 4: n 12
Week 5: n 11
Week 6: n 11
Booster 1: n 3
Booster 2: n 8
Booster 3: n 5
Site B weekly
attendance
Week 1: n 4
Week 2: n 5
Week 3: n 5
Week 4: n 5
Week 5: n 4
Week 6: n 3
Booster 1: n 3
Booster 2: n 4











Fig. 1 Children’s flow through theW82GO-communityprogramme.
*Programme staff at site B chose not to go ahead with the final
assessment at 12 months due to the low numbers attending
(PHN, public health nurse; N/A, not applicable)
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Data collection
Semi-structured interviews
All participants were invited to take part in face-to-face
interviews. However, due to time and scheduling diffi-
culties a mixture of telephone and face-to-face interviews
were conducted. Semi-structured topic guides were
developed based on literature and thorough discussion
with international experts. The topic guide for PHN cov-
ered their experience of referring parents to W28GO-
community, their thoughts on the factors influencing initial
attendance as well as their views on the value of such a
programme in their community. The parent topic guide
addressed issues including their experience of the referral
process and reasons for attending. Prompts and probes
were used throughout the interviews to stimulate
discussion.
Prior to each interview, participants were informed
about the purpose of the study, that participation was
voluntary and that they could terminate the interview at
any stage. Signed informed consent was obtained before
each interview (for telephone interviews this was obtained
via email or by post) and interviews lasted 45 min, on
average. Participants were interviewed between August
2015 and February 2016 by E.K. For PHN, data saturation
was judged to have been reached between interviews 8
and 9 as no new themes emerged. For parents, saturation
occurred after interview 9. No new themes emerged and
responses between sites were comparable. Hand-written
notes were taken throughout the interviews which were
digitally recorded, transcribed verbatim and imported to
NVivo QSRv10 software for analysis.
Draw-and-write technique
The draw-and-write technique(25) is a child-friendly
method of collecting data from young children(26) who
may have difficulty conveying their feelings verbally(27)
and has been used to collect children’s views in the health
field(25–33). During the final group session, after initial
introductions, E.K. provided children with paper, pencils
and colours and asked them to draw a picture of ‘What
they thought was good or bad about the programme’.
Upon completion of the drawing, E.K. asked each child to
describe it. The child was then asked to title his/her
drawing and given a final opportunity to describe it. E.K.
noted individual answers for coding purposes. Informed
consent was obtained from each child’s parent and each
child gave his or her assent prior to participation.
Data analysis
Data were analysed iteratively to explore emergent themes
in subsequent interviews. Thematic analysis(34) was con-
ducted in the first instance by E.K. with frequent debrief-
ing sessions with co-authors (S.M.M. and F.S.) to discuss
similarities or differences between the coding labels. This
process involved reading and re-reading the transcripts
several times and resulted in data immersion(34). After
familiarisation, data were coded, then codes were exam-
ined for patterns and similarities and grouped together to
form inductive themes, which were then reviewed and
further refined. To ensure the validity and consistency of
the findings, four interviews (two PHN and two parents)
were coded by two authors not involved in data collection
(S.M.M. and F.S.).
Results
Of the thirteen PHN invited for interview, nine partici-
pated (six from site A, three from site B). The reason for
non-participation was a lack of time. Of the ninety-four
parents who were invited to participate in an interview,
ten mothers took part (eight from site A and two from site
B). It is important to note that these mothers completed
the W82GO-community programme. Two interviews
were conducted in person and seventeen were con-
ducted by telephone. Of the fourteen children invited to
participate in the research, nine undertook the draw-and-
write component of the study (six from site A, three from
site B).
What were public health nurses’ and parents’
experiences of the referral process?
PHN and parents reported a number of fears relating to the
referral process. For PHN, these fears included mis-
classifying children as obese and approaching parents
about their child’s excess weight. For parents, most were
afraid of what the referral meant for the health and well-
being of their child. This concern ultimately outweighed
any fears they had prior to accepting the referral.
Public health nurses’ fear of misclassifying children as
overweight or obese
PHN felt obesity was an ‘enormously sensitive issue’ and
as a result expressed an overwhelming sense of fear and
anxiety regarding the referral process. They spoke of the
accuracy and precision required when using BMI growth
charts and a common feeling was a ‘fear of getting it
wrong’ and misclassifying children as overweight or
obese. As one PHN explained:
‘… there was a big fall out from your interpretation
so you really needed to be 100% that you were
correct. If you think of the size of the problem you
could be landing on a parent’s shoulders depending
on a small tiny box you’re trying to interpret, it’s kind
of a bridge too far nearly.’ (PHN009)
As a result of this fear, PHN found themselves double- and
triple-checking at every stage of the screening process:
‘You’ve to check them three or four times. You’ve
got to be in a room on your own and you’ve got to
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go back and forth. Especially for the ones who were
overweight or obese. If they were over the line, I
would say I checked them half a dozen times before
I sent out the letter because your worst nightmare
would be to send out a letter when they weren’t,
right.’ (PHN003)
The fear and anxiety of getting the diagnosis wrong and
the resulting time spent double- and triple-checking led to
a call from some PHN for the development of a national
standardised BMI app that could be used by all health-care
professionals referring children to weight management
programmes. Furthermore, in an effort to share the
responsibility of referral, PHN suggested community pro-
grammes should comprise of open referral pathways:
‘It’s a lot of pressure being the only ones responsible
for referral. There should be an opt-in approach
whereby parents could come forward themselves.
Referral should be from multiple sources.’ (PHN003)
Public health nurses’ fear of approaching the subject of
weight with parents
Another reported fear was that of telling parents their child
carried excess weight. PHN were afraid of causing upset to
families whom they would have to encounter regularly.
One PHN stated:
‘… it was so bad sometimes that I used to bless
myself before I went on the phone.’ (PHN001)
The ‘dread’ felt by PHN was due in part to some PHN
having low perceived self-efficacy in discussing weight
with parents as well as the verbal abuse some experi-
enced during referral. PHN expressed mixed levels of
confidence in addressing weight issues with families.
Many spoke of ‘feeling drained’ at the end of the working
day as a result of the telephone calls and outlined a need
for more support. Some acknowledged that a quick
debrief with other nurses often helped alleviate some of
this strain.
All PHN believed that training on how to communicate
to parents that their child carried excess weight was nee-
ded. While PHN were invited to the W82GO-community
training days, they described the training they received as
‘too general’ and believed they needed more ‘practical and
tailored’ information that was specific to referral. Separate
to the implementation of W82GO-community, motiva-
tional interviewing (MI) was provided to PHN at one of the
two pilot sites. This training appeared to influence PHN
confidence in, and readiness to, approach the subject of
weight with parents. In site B where no MI training
occurred, PHN spoke of their fear of contacting parents
with some ‘thankful when they didn’t answer the phone’
(PHN001). Conversely, in site A, where PHN received MI
training specific to childhood obesity, one PHN described
how she was not ‘frightened of dealing with parents
anymore’. She described how as a result of the training she
learned:
‘… how to explain things in a sensitive, non-
judgemental manner and where to leave pauses
for the parent to digest the information.’ (PHN009)
Another possible idea suggested by PHN to avoid and
reduce such negative initial reactions was to send a letter
communicating the results of the screening process to
parents on a Friday and advise that the relevant PHN
would be in contact during the following week:
‘That way parents had time to digest the information
over the weekend, so they wouldn’t have been as
defensive or angry when phoned the following
week. It worked well.’ (PHN003)
Parental fear of negative consequences of referral
For parents, the referral process was also one of fear and
apprehension. Parents were afraid of the consequences of
the referral and what it meant for the health and well-
being of their child. One parent recalled the referral being
‘horrific’ and described the letter she received outlining
her child’s overweight status as ‘scary’. In particular, the
list of professionals involved in delivering the programme
created panic and parents automatically feared the worst
in relation to their child’s health:
‘... a doctor, a physio and worst of all was the psy-
chologist. It sounded like my child was on death’s
door.’ (PARENT004)
The initial fear of the diagnosis was compounded by a
difficulty in understanding BMI and the growth charts
which were used to explain their child’s weight status:
‘Something needs to be done about explaining BMI
and the chart because for the life of me I couldn’t get
my head around it. I can imagine some parents
thinking it was nonsense drawing someone’s height
and weight on a chart and coming up with x.’
(PARENT003).
Even though these parents eventually agreed to parti-
cipate in W82GO-community, they recalled being afraid of
the potential psychological consequences of enrolling
their child on a weight management programme. They
feared putting a negative ‘label’ on their child and believed
this may have discouraged other parents from enrolling.
Some referred to weight as a ‘taboo topic’ and one
described how:
‘People were taking it as an offence on themselves.
They don’t want to be found out as the bad parent.’
(PARENT005)
Another recalled the reaction she received from extended
family when she told them of her decision to take part in
the W82GO-community programme:
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‘When I said we were going to go on this pro-
gramme they looked at me with horror on their
faces.’ (PARENT010)
Parental denial
PHN were unanimous in their perception that parental
denial was the key driver behind the lack of engagement
they experienced during the referral process. They
believed obesity has become the norm in society, and as a
result parents did not believe their child was carrying
excess weight and subsequently declined referral:
‘I think there was a denial that there was anything
wrong with their child, or that their child was over-
weight. There was a total denial because the popu-
lation in general looked like their child. Their child
may be a little bit above of what the normal popu-
lation looks like, but they didn’t see that as an issue
at all.’ (PHN005)
Parents’ interviews supported this finding:
‘I felt oh for god’s sake what are they on about.
Because you look at him and you don’t see it. I
didn’t believe it.’ (PARENT006)
PHN recalled how parents used terms including ‘he’s a
fine big, heavy boy’, ‘he was a 10 lb baby’, ‘he’s strong like
his father’ or ‘big-boned like his grandparents’ to describe
their child’s weight in an attempt to justify it. Furthermore,
some PHN described how they themselves have become
desensitised to the issue:
‘Even for some of us health professionals involved
there was a sense of shock because they didn’t look
obese. We have become accustomed to weight over
the last couple of years.’ (PHN005)
Conflicting messages
Parents also spoke of how they received conflicting mes-
sages in relation to their child’s weight status from family,
friends and figures of authority including school teachers
and general practitioners, and suggested this could pos-
sibly undermine other parents’ motivation to enrol. Some
of the parents who participated in the study recalled how
extended family members would question the need to
attend such a programme, while one mother recalled
attending her own family general practitioner for con-
firmation of her child’s weight status and was told:
‘… it’s just puppy fat. They checked him over and
said it’s an age thing, that there was nothing wrong
with him.’ (PARENT009)
Other parents described the reactions they experienced at
the school gate when they told other parents or teachers
about the programme:
‘She [teacher] just laughed and said not to take any
notice of it, that he doesn’t look it.’ (PARENT006)
Personal and programme logistics
Finally, PHN spoke of the many personal and programme
logistics that parents faced when considering the referral
to W82GO-community. These logistics related mainly to
conflicting schedules and programme location/lack of
transport:
‘The initial assessments were during a working day,
so parents wanted to reschedule; some wanted an
afternoon appointment, some wanted a weekend
appointment. Also, they were coming from various
locations and that in itself created further barriers in
terms of transport, etc.’ (PHN003)
For others, child-minding issues created a barrier to
accepting referral:
‘There was one child that they wanted to attend
with, but they had a small baby at home and they
couldn’t get child-minders at the time.’ (PHN009)
What motivated parents to enrol?
Despite initial fears, the parents in the present study ulti-
mately chose to participate in, and complete, the W82GO-
community programme. Reasons included a prevailing
concern for their child’s future health as well as needing
help from a source outside the family. Figure 2 illustrates
the key factors influencing parents’ decision to enrol in the
programme as well as suggestions for improving referral.
Concern for child’s future health and wellbeing
Parents described how the ‘guilt of doing nothing’ or ‘fear
of future health consequences’ motivated them to enrol:
‘I kept thinking, heaven forbid down the line if there
was a serious problem, no one would help me then
and I wouldn’t have done anything about it. It would
be on my conscience.’ (PARENT001)
This parent described how, regardless of how she felt
about attending the programme, she would do anything
for her child:
‘I know if it was for me, I probably wouldn’t have
gone but when it’s for your child it’s a different
story.’ (PARENT001)
‘Doing it for your child’ was a common theme among
parents and this motivation appeared to be more powerful
than the initial denial or stigma felt by some parents. While
most were concerned for their child’s future health, for
others emotional issues such as bullying were more sali-
ent. These parents were afraid their child would fall victim
to bullying in the future should they not accept the
referral:
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‘You don’t want your child being bullied because
they are overweight. I hear of awful stories in the
papers and through friends. I’m not aware of it at this
young age but definitely as he gets older it may
become a problem and then that leads to all kinds of
psychological issues, doesn’t it?’ (PARENT003)
Finally, parents believed that 5–7 years was a good age to
tackle the issue before ‘it got out of hand’ and became
‘something much harder to get a handle on’ (PARENT003).
Need for ‘outside help’
Some of the parents who enrolled in W82GO-community
suspected there was an issue with their child’s weight but
were unsure about how to address it or ‘where to go for
help’. These parents described feeling relieved when
offered the programme and outlined how they needed
‘someone from outside the family’ to help them make the
necessary changes, either because they didn’t know what
lifestyle changes to make or felt their own efforts weren’t
being taken seriously by their children:
‘I wanted someone to show me how and I suppose I
wanted him to hear it from someone else too
because he sometimes would only laugh at me. I
was delighted to get the extra help.’ (PARENT004)
What encourages families to complete the
programme?
Child’s enjoyment
Parents reported their children’s enjoyment of the pro-
gramme as the main reason for their continued atten-
dance, with some indicating that they would have
dropped out prematurely if it were not for their child
having fun:
‘I kept going only because they were loving it so
much. I didn’t love it, they loved it.’ (PARENT006)
Parents described how the children had fun, played
games and made friends with children of a similar age and
ability:
‘He looked forward to going to it. He was meeting
other boys and girls there and he was having fun. He
was having fun and that was a big part of it as well.
He loved making new friends and meeting them
every week.’ (PARENT003)
In addition to making friends, parents believed this
enjoyment came from a feeling of being included and
excelling in a group where they typically would not, for
example in the general school setting. As part of this
group, children had the opportunity to be ‘team leaders’
and one parent described how her son:
Referral
Remove medical terminology
Reframe and shift focus to
lifestyle rather than weight
Refrain from using accusatory
or judgemental language









Parents’ decision to enrol
Fig. 2 Factors influencing enrolment and suggestions for improving the referral process
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‘… used to come out saying he won this race or that
he got to choose who was on his team, when you’d
never really hear that from him from school. That
was a big plus.’ (PARENT006)
The importance of having fun was echoed during
discussions with the children. During the draw-and-
write component of the study, when asked what they
thought about the programme the children focused on
the fun they had playing games and making friends with
other children, which was also evident in their
drawings (Fig. 3). While one child recalled how they
were ‘always laughing’, another described how
W82GO-community:
‘… was great fun. I loved playing with the big yoga
balls and playing with my friends. We do all different
games and run up and down and play together.’
(CHILD002)
Having enthusiastic staff appeared to foster this fun
atmosphere. Parents mentioned the warm welcome their
children received each week and how facilitators went to
the effort of ‘ensuring no one was left out’. For the children
in particular, the presence of a male facilitator enhanced
their enjoyment:
‘… when you get to play with him it’s even better.
He’s so cool and has got really good skills.’
(CHILD007)
Finally, in some cases the presence of a sibling further
contributed to a child’s enjoyment. Talking about sibling
attendance, one parent described how her child would be
uncomfortable and shy at first but ‘when he saw his sister
doing it, he would eventually do it too’ (PARENT006). This
was confirmed by the children as some described how it
helped to reassure them:
‘Sometimes I didn’t like leaving my mom. I liked it
better when my sister came with me.’ (CHILD003)
Group support
Parents also appreciated the friendly atmosphere and
social support they received during the group sessions,
and a common feeling among parents was the realisation
they weren’t the ‘only ones’. While one mother described
how the group component ‘was essential because at least
you knew then that it’s not only you with the problem, that
you are all in the same boat’ (PARENT001), another spoke
of her relief of ‘hearing other people’s stories and realising
it’s not just me’ (PARENT003). The group sessions afforded
parents the opportunity to learn practical ‘tips and tricks’
and ‘do’s and don’ts’ other parents were using to reinforce
healthy lifestyles at home. This shared learning equipped
parents with the confidence to try out tactics that worked
for others in the group:
‘I would have said before I’d never say no to my
child and now I do, and I suppose I saw how well it
worked for them so I said I would give it a try.’
(PARENT007)
As they progressed through the programme, parents
became more comfortable with sharing their experiences
with one another and believed that:
‘No matter what you say there is always one other
person in the room that’ll know exactly what you are
talking about and may even come up with a solution
for you – even better!’ (PARENT006)
Practical sessions
Parents preferred practical sessions such as ‘dealing with
tantrums, saying no and even ideas of activities to do
when it’s raining’ (PARENT006), rather than those sessions
utilising a more ‘lecture-style’ approach, and suggested
them as a way to keep parents more engaged. In parti-
cular, parents recalled the ‘visual sessions’ as being the
most stimulating. One parent recalled a session on portion
(a) (b)
Fig. 3 (colour online) Pictures drawn for the draw-and-write exercise in response to the question, ‘What’s good and what’s bad
about coming here each week?’: (a) ‘playing with new friends’ (CHILD002); (b) ‘playing games’ (CHILD005)
1478 E Kelleher et al.
Downloaded from https://www.cambridge.org/core. 23 Nov 2021 at 12:53:34, subject to the Cambridge Core terms of use.
sizes and described her reaction to seeing what is
recommended:
‘I was in total shock to see what I had been giving
the children and how much they actually needed. It
was very, very good … once you see what a portion
is in reality and not what’s in your head, you realise.
Seeing is believing, I think. A lot of parents were
shocked at that and were certainly interested in that
aspect of the programme.’ (PARENT001)
Some parents confessed they would have liked more of
these sessions and suggested they may have enticed oth-
ers to continue attending:
‘I’d have loved to have come away with two or three
sample meal plans or shopping lists or what to get in
your Chinese takeaway. I think there could have
been more practical help. Those practical sessions
were brilliant. Sometimes we just listened to a ses-
sion without being given actual examples and you
could see some were getting bored towards the end.’
(PARENT004)
Discussion
The present study aimed to identify and understand, from
the perspectives of PHN, parents and children, factors that
influence uptake and completion of a community-based,
multicomponent, childhood weight management pro-
gramme. For both PHN and parents an overwhelming
sense of fear resided over the referral process. For PHN
this related to getting the diagnosis wrong and in relaying
results of children’s excess weight status to parents. Peer
support from other PHN as well as training in delivering
the diagnosis were potential strategies suggested to alle-
viate this fear. When referred to the programme, parents
feared the worst because of the technical language used
by some PHN but also their inability to interpret the
information, particularly BMI charts. Despite these initial
fears, parents were driven to participate initially by a
concern for their children’s future health and well-being.
Children’s enjoyment was key to encouraging parents to
complete the programme. Maximising these factors is
essential for the sustainability and spread of community
programmes, since enrolment and retention rates remain
low, as evidenced internationally(11,13).
Results suggest, and it is also supported in the literature,
that a lack of resources (i.e. time and support ser-
vices)(15,35,36), low perceived self-efficacy(35) and fear of
discussing weight issues with parents(35,37) are some of the
biggest challenges facing referrers and offer solutions to
help overcome such barriers. First, PHN in the present
study suggested the need for the development of a BMI
app to help reduce the time spent screening children for
referral. They felt an app would significantly speed up the
process of referral through the automatic calculation of
children’s BMI-for-age percentiles while also reducing the
worry of misclassification. Furthermore, PHN recalled
instances where parents used online calculators to deter-
mine their child’s BMI-for-age resulting in different esti-
mates. As a result, many PHN believed an app could also
be used as a resource for parents should they question the
results of the screening. Numerous mobile apps are now
available to assist health-care professionals in maintaining
and accessing health records, patient management and
monitoring, clinical decision making, communications and
consulting(38–41), and these have been found to enhance
accuracy(38,42), efficiency(42,43) and productivity(38,42).
While limited information exists on the effectiveness of an
app specific to obesity screening, Surka et al. found their
app decreased screening time and eliminated errors in
calculating scores relating to CVD risk(44). Second, PHN
faced a range of parental responses(16) (e.g. relief, resis-
tance, fear, disinterest, denial or anger) when commu-
nicating news of a child’s weight status and they should
not be expected to manage these responses without the
appropriate training. In our study, PHN believed that MI
training boosted their confidence and efficacy in com-
municating ‘bad news’ regarding obesity. MI is a non-
judgemental, guided, empathetic style of counselling(45),
and has been described as a promising approach for
health professionals in treating obesity(46,47). In their study,
Dawson et al. reported that weight-related MI feedback
allowed further time and opportunity for parents to
explore their thoughts about excess weight in relation to
their child(47). They reported that those parents who
received feedback via MI showed a greater increase in
concern about their child’s weight(47). This is important as
we know that increasing parental awareness and recog-
nition of the health risks makes them more likely to
engage in behaviour change(48). We therefore recommend
that all health-care professionals involved in both the
referral to, and delivery of, obesity programmes receive MI
training prior to programme commencement.
The PHN and parents who participated in the current
qualitative study felt that a lack of parental awareness and/
or denial regarding their child’s weight and resistance
towards discussing weight issues limited enrolment to
W82GO-community. While we were unable to confirm
this through interviews with those parents who declined
referral, this finding concurs with the literature(13,35,49,50).
Parents provided some realistic suggestions to increase
enrolment such as toning down the language used in
referral letters and removing medical terminology. This
finding is supported by Gillespie et al.(51). We recommend
all future literature on weight management programmes
be reviewed to ensure that every individual can ‘obtain,
process, and understand basic health information and
services needed to make appropriate health deci-
sions’(52,53). In addition to this, in the present study parents
suggested moving away from labelling programmes as
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‘weight management programmes’ and reframing them in
a more positive light, such as a ‘healthy lifestyle or skills-
based programme for all the family’. Most parents sug-
gested referring to the programme as a ‘sports-camp’ or
‘fit-camp’ for ‘all the family’ as they had done. This finding
is consistent with previous research that recommends
programmes have a focus on health rather than weight or
thinness(54,55). This positive reframing may also encourage
those who fear of being stigmatised by others for joining a
programme for weight management.
In the current study, only active methods of referral
were used for the weight management programme and
this required a significant amount of time and resources
and resulted in additional strain and pressure for PHN.
Recent research suggests that the use of multiple referral
strategies (i.e. newspaper, school leaflets, local radio and
social media as well as PHN/general practitioner referral)
is advisable, with some directly targeting families and
others providing ‘blanket coverage’(56,57). Using both
methods, as suggested by PHN in the current study, would
potentially allow programme staff to enrol parents who are
already concerned about their child’s weight and those
who are not(56). Furthermore, encouraging positive word
of mouth, fostering strong links with community groups
and distributing printed materials in a range of ways,
including within school newspapers, targeted mail-outs
and posting in community venues, has been suggested to
boost participation and minimise attrition rates to
community-based health promotion programmes(58).
The factors motivating families to get involved and
complete treatment reported in the present study should
be used in efforts to improve attendance. In common with
earlier studies, parents cited the fear of doing nothing and
a concern for their child’s future health and well-being (i.e.
name-calling, bullying, social relationships) as reasons for
enrolment(13,59). More frequently these reasons out-
weighed the desire for any weight-related outcomes(59).
Health professionals and programme developers need to
be aware of the importance of the psychological benefits
of attending and highlight them in any programme-related
marketing activities. Finally, to appeal to parents, a family-
based programme that facilitates sibling involvement and
includes practical and visual sessions with an emphasis on
lifestyle was suggested by both parents and staff.
Limitations of the current study
A major limitation of the current study was the failure to
recruit non-attenders or those families who dropped out of
treatment despite the provision of an incentive and
reminders. As might be expected, this is not uncommon
and similar studies of family-focused childhood weight
management programmes also had low response rates
from this hard-to-reach group(60,61). Despite this limitation
we believe the mothers we interviewed were open in their
responses about what worked well for them and what did
not work so well. Additionally, recall bias is possible since
we interviewed PHN and parents twelve months after
programme referral.
Conclusion
Childhood obesity is a complex and sensitive issue
worldwide. The present study provides evidence of the
difficulties of referring families to community weight
management programmes and key factors influencing
their initial and continued attendance. It also provides
some practical suggestions on how to support those
referring children and their families and provides evi-
dence on the factors that contribute to the uptake of
community weight management programmes. Policy
makers need to recognise childhood obesity as a ser-
ious public health issue and allocate appropriate
resources to support the evidence-based management
of obesity through practical training and education in
the area of childhood obesity and related lifestyle
issues.
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